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I. Background

A. Overview

Discharge planning is an important component of successful transitions from acute care

hospitals and post-acute care (PAC) settings. The transition may be to a patient’s home (with or

without PAC services), skilled nursing facility, nursing home, long term care hospital,

rehabilitation hospital or unit, assisted living center, substance abuse treatment program, hospice,

or a variety of other settings. The location to which a patient may be discharged should be based
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on the patient’s clinical care requirements, available support network, and patient and caregiver
treatment preferences and goals of care.

Although the current hospital discharge planning process meets the needs of many
inpatients released from the acute care setting, some discharges result in less-than-optimal
outcomes for patients including complications and adverse events that lead to hospital
readmissions. Reducing avoidable hospital readmissions and patient complications presents an
opportunity for improving the quality and safety of patient care while lowering health care costs.

Patients’ post-discharge needs are frequently complicated and multi-factorial, requiring a
significant level of on-going planning, coordination, and communication among the health care
practitioners and facilities currently caring for a patient and those who will provide post-acute care
for the patient, including the patient and his or her caregivers. The discharge planning process
should ensure that patients and, when applicable, their caregivers, are properly prepared to be active
partners and advocates for their healthcare and community support needs upon discharge from the
hospital or PAC setting. Yet patients and their caregivers frequently are not meaningfully involved
in the discharge planning process and are unable to name their diagnoses; list their medications, their
purpose, or the major side effects; cannot explain their follow-up plan of care; or articulate their
treatment preferences and goals of care. For patients who require PAC services, the discharge
planning process should ensure that the transition from one care setting to another (for example,
from a hospital to a skilled nursing facility or to home with help from a home health agency or
community-based services provider (or both) is seamless. The receiving PAC facilities or
organizations should have the necessary information and be prepared to assume responsibility for the

care of the patient. When patients or receiving facilities or organizations do not have key
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information such as the information previously mentioned, they are less able to implement the
appropriate post-discharge treatment plans. This puts patients at risk for serious complications and
increases their chances of being re-hospitalized.

We also believe that hospitals and critical access hospitals (CAHSs) should improve their
focus on psychiatric and behavioral health patients, including patients with substance use disorders.
While the current discharge planning requirements as well as those proposed in this rule include this
subset of patients, we believe the special discharge planning needs of these patients are sometimes
overlooked. We encourage hospital and CAHs to take the needs of psychiatric and behavioral health
patients into consideration when planning discharge and arranging for PAC and community services.
With these patients specifically, and just as we believe it should be with other types of patients being
discharged, we believe hospitals and CAHs must:

e |dentify the types of services needed upon discharge, including options for

tele-behavioral health services as available and appropriate;

e |dentify organizations offering community services in the psychiatric hospital or
unit’s community, and demonstrate efforts to establish partnerships with such organizations; arrange,
as applicable, for the development and implementation of a specific psychiatric discharge plan for
the patient as part of the patient’s overall discharge plan; and

e Coordinate with the patient for referral for post-acute psychiatric or behavioral health
care, including transmitting pertinent information to the receiving organization as well as making
recommendations about the post-acute psychiatric or behavioral health care needed by the patient.

We have also found that not having a thorough understanding of available community

services can impact the discharge planning process. If the discharge planning team and patients
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or their caregivers are not aware of the full range of post-hospital services available, including
non-medical services and supports, patients may be sent to care settings that are inappropriate,
ineffective, or of inadequate quality. The lack of consistent collaboration and teamwork among
health care facilities, patients, their families, and relevant community organizations may
negatively impact selection of the best type of patient placement, leading to less than ideal
patient outcomes and unnecessary re-hospitalizations. When planning transitions, hospitals
should consult with Aging and Disability Resource Centers (ADRCs) (as defined in section 102
of the Older Americans Act of 1965 (42 U.S.C. 3002)), or Area Agencies on Aging (AAAS)
(also defined in section 102 of the Older Americans Act of 1965 (42 U.S.C. 3002)) and Centers
for Independent Living (CILs) (as defined in section 702 of the Rehabilitation Act of 1973 (29
U.S.C. 796a)), or Substance Abuse Mental Health Services Administration’s (SAMHSA’s)
treatment locator, or any combination of the centers or associations. ADRCs, AAAs, and CILs
are required by federal statute to help connect individuals to community services and supports,
and many of these organizations already help chronically impaired individuals with transitions
across settings, including transitions from hospitals and PAC settings back home. Ongoing
communication with a feedback loop among health care practitioners and relevant community
organizations in all patient care settings would assist in better patient transitions, but this level of
communication has not been consistently achieved among the numerous health care settings
within communities across the country. It is estimated that one third of re-hospitalizations might

be avoided with improved comprehensive transitional care from hospital to community.

! (Coleman E, Parry C, Chambers S, Min S: The Care Transitions Intervention Arch Intern Med. 166 (2006): 1822-
1828. and Naylor M, McCauley K: The effects of a discharge planning and home follow-up intervention on elders
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We believe the provisions of the Improving Medicare Post-Acute Care Transformation
Act of 2014 (IMPACT Act) (Pub. L. 113-185) that require hospitals, including but not limited to
acute care hospitals, CAHs and certain PAC providers including long-term care hospitals
(LTCHSs), inpatient rehabilitation facilities (IRFs), home health agencies (HHAS), and skilled
nursing facilities (SNFs), to take into account quality measures and resource use measures to
assist patients and their families during the discharge planning process will encourage patients
and their families to become active participants in the planning of their transition to the PAC
setting (or between PAC settings). This requirement will allow patients and their families’
access to information that will help them to make informed decisions about their post-acute care,
while addressing their goals of care and treatment preferences. Patients and their families that
are well informed of their choices of high-quality PAC providers, including providers of
community services and supports, may reduce their chances of being re-hospitalized.

B. Legislative History

The IMPACT Act requires the standardization of PAC assessment data that can be
evaluated and compared across PAC provider settings, and used by hospitals, CAHs, and PAC
providers, to facilitate coordinated care and improved Medicare beneficiary outcomes. Section 2
of the IMPACT Act added new section 1899B to the Social Security Act (Act). That section
states that the Secretary of the Department of Health and Human Services (the Secretary) must
require PAC providers (that is, HHAs, SNFs, IRFs and LTCHS) to report standardized patient
assessment data, data on quality measures, and data on resource use and other measures. Under

section 1899B(a)(1)(B) of the Act, patient assessment data must be standardized and

hospitalized with common medical and surgical cardiac conditions. J Cardiovascular Nurs. 14 (1999) : 44-54.).
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interoperable to allow for the exchange of data among PAC providers and other Medicare
participating providers or suppliers. Section 1899B(a)(1)(C) of the Act requires the modification
of existing PAC assessment instruments to allow for the submission of standardized patient
assessment data to enable comparison of this assessment data across providers. The IMPACT
Act requires that assessment instruments be modified to utilize the standardized data required
under section 1899B(b)(1)(A) of the Act, no later than October 1, 2018 for SNFs, IRFs, and
LTCHs and no later than January 1, 2019 for HHAs. The statutory timing varies for the
standardized assessment data described in subsection (b), data on quality measures described in
subsection (c), and data on resource use and other measures described in subsection (d) of
section 1899B. We currently are developing additional public guidance and we note that many
of these PAC provisions are being addressed in separate rulemakings. More information can be
found on the CMS website at https://www.cms.gov/Medicare/Quality- Initiatives-Patient-
Assessment-Instruments/Post-Acute-Care-Quality-Initiatives/IMPACT-Act-o0f-2014-and-Cross-
Setting-Measures.html.

Section 1899B(j) of the Act requires that we allow for stakeholder input, such as through
town halls, open door forums, and mailbox submissions, before the initial rulemaking process to
implement section 1899B. To meet this requirement, we provided the following opportunities
for stakeholder input: (a) We convened a technical expert panel (TEP) to gather input on three
cross-setting measures identified as potential measures to the requirements of the IMPACT Act,
that included stakeholder experts and patient representatives on February 3, 2015; (b) we
provided two separate listening sessions on February 10" and March 24, 2015 on the

implementation of the IMPACT Act, which also gave the public the opportunity to give CMS
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input on their current use of patient goals, preferences, and health assessment information in
assuring high quality, person-centered and coordinated care enabling long-term, high quality
outcomes; (c) we sought public input during the February 2015 ad hoc Measure Applications
Partnership (MAP) process regarding the measures under consideration with respect to IMPACT
Act domains; and (d) we implemented a public mail box for the submission of comments in
January 2015 located at PACQualityInitiative@cms.hhs.gov. The CMS public mailbox can be
accessed on our PAC quality initiatives website: http://www.cms.gov/Medicare/Quality-
Initiatives-Patient-Assessment-Instruments/Post-Acute-Care-Quality-Initiatives/IMPACT-Act-
of-2014-and-Cross-Setting-Measures.html. Lastly, we held a National Stakeholder Special Open
Door Forum to seek input on the measures on February 25, 2015.

Section 1899B(i) of the Act , which addresses discharge planning, requires the
modification of the Conditions of Participation (CoPs) and subsequent interpretive guidance
applicable to PAC providers, hospitals, and CAHs at least every 5 years, beginning no later than
January 1, 2016. These regulations must require that PAC providers, hospitals, and CAHs take
into account quality, resource use, and other measures under subsections (c) and (d) of section
1899B in the discharge planning process.

This proposed rule would implement the discharge planning requirements mandated in
section 1899B(i) of the IMPACT Act by modifying the discharge planning or discharge
summary CoPs for hospitals, CAHSs, IRFs, LTCHs, and HHAs. The IMPACT Act identifies
LTCHs and IRFs as PAC providers, but the hospital CoPs also apply to LTCHs and IRFs since
these facilities, along with short-term acute care hospital, are classifications of hospitals. All

classifications of hospitals are subject to the same hospital CoPs. Therefore, these PAC



15
providers (including freestanding LTCHs and IRFs) are also subject to the proposed revisions to
the hospital CoPs. Proposed discharge planning requirements for SNFs are addressed in the
proposed rule, “Medicare and Medicaid Programs; Reform of Requirements for Long-Term Care
Facilities” (80 FR 42167, July 16, 2015) at
https://www.federalregister.gov/articles/2015/07/16/2015-17207/medicare-and-medicaid-
programs-reform-of-requirements-for-long-term-care-facilities. Compliance with these
requirements will be assessed through on-site surveys by the Centers for Medicare & Medicaid
Services (CMS), State Survey Agencies (SAs) or Accrediting Organization (AOs) with CMS-
approved Medicare accreditation programs.

Il. Provisions of the Proposed Regulations

A. Hospital Discharge Planning

Various sections of the Act list the requirements that each provider must meet to be
eligible for Medicare and Medicaid participation. Each statutory provision also specifies that the
Secretary may establish other requirements as necessary in the interest of the health and safety of
patients. The Medicare CoPs and Conditions for Coverage (CfCs) set forth the federal health
and safety standards that providers and suppliers must meet to participate in the Medicare and
Medicaid programs. The purposes of these conditions are to protect patient health and safety and
to ensure that quality care is furnished to all patients in Medicare and Medicaid-participating
facilities. In accordance with section 1864 of the Act, CMS uses state surveyors to determine
whether a provider or supplier subject to certification qualifies for an agreement to participate in
Medicare. However, under section 1865 of the Act, providers and suppliers subject to

certification may instead elect to be accredited by private accrediting organizations whose
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Medicare accreditation programs have been approved by CMS as having standards and survey
procedures that meet or exceed all applicable Medicare requirements.

Section 1861(e) of the Act defines the term “hospital” and paragraphs (1) through (8) of
this section list the requirements that a hospital must meet to be eligible for Medicare
participation. Section 1861(e)(9) of the Act specifies that a hospital must also meet other
requirements as the Secretary finds necessary in the interest of the health and safety of
individuals who are furnished services in the institution. In addition, section 1861(e)(6)(B) of
the Act requires that a hospital have a discharge planning process that meets the discharge
planning requirements of section 1861(ee) of the Act.

Under section 1861(e) of the Act, the Secretary has established in regulation at 42 CFR
part 482 the requirements that a hospital must meet to participate in the Medicare program. The
hospital CoPs are found at §482.1 through §482.66. Section 1905(a) of the Act provides that
Medicaid payments may be applied to hospital services. Regulations at 8440.10(a)(3)(iii) require
hospitals to meet the Medicare CoPs to qualify for participation in the Medicaid program.

The current hospital discharge planning requirements at 8482.43, “Discharge planning,”
were originally published on December 13, 1994 (59 FR 64141), and were last updated on
August 11, 2004 (69 FR 49268). Under the current discharge planning requirements, hospitals
must have in effect a discharge planning process that applies to all inpatients. The hospital must
also have policies and procedures specified in writing. Over the years, we have made continuous
efforts to reduce patient readmissions by strengthening and modernizing the nation’s health care
system to provide access to high quality care and improved health at lower cost. Since 2004,

there has been a growing recognition of the need to make discharge from the hospital to another
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care environment safer, and to reduce the rise in preventable and costly hospital readmissions,
which are often due to avoidable adverse events. As a result of our overall efforts, we refined the
discharge planning regulations in 2004 (69 FR 49268) and updated the interpretive guidance in
2013 (Pub.100-07, State Operations Manual, Appendix A: http://www.cms.gov/Regulations-and-
Guidance/Guidance/Manuals/downloads/som107ap_a_hospitals.pdf). We refer readers to the
discharge planning section, “Condition of Participation for Discharge Planning”, at
https://www.cms.gov/Regulations-and-
Guidance/Guidance/Manuals/downloads/som107ap_a_hospitals.pdf. As stated in this section of
the State Operations Manual, “Hospital discharge planning is a process that involves determining
the appropriate post-hospital discharge destination for a patient; identifying what the patient
requires for a smooth and safe transition from the hospital to his/her discharge destination; and
beginning the process of meeting the patient’s identified post-discharge needs.”

Subsequently, the IMPACT Act was signed on October 6, 2014, and directs the Secretary
to publish regulations to modify CoPs and interpretive guidance to require PAC providers,
hospitals and CAHs take into account quality, resource use, and other measures required by the
IMPACT Act to assist hospitals, CAHs, PAC providers, patients, and the families of patients
with discharge planning, and to also address the patient’s treatment preferences and goals of
care. In light of these concerns, our continued efforts to reduce avoidable hospital readmission,
and the IMPACT Act requirements, we are proposing to revise the hospital discharge planning
requirements.

The current discharge planning identification process at 8482.43(a) requires hospitals to

identify patients for whom a discharge plan is necessary, but this does not necessarily lead to a
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discharge plan. The regulation does not specify criteria for such identification, leading to
variation across acute care hospital settings as to how they approach this task. Some hospitals
use self-developed or industry-generated criteria for identifying patients who may be in need of a
discharge plan. Others use pre-determined clinical factors such as age, co-morbidities, previous
hospitalizations, and available social support systems to identify patients who may need a
discharge plan. Additionally, hospitals use any number of other factors such as physician
preference, nursing, social work and case management experience and history, current workload,
and common practice to develop the discharge plan. Finally, some hospitals develop discharge
plans for every inpatient, regardless of any of the factors previously mentioned. As a result of
these and other differences between hospitals, there is considerable variation in the extent to
which there are successful transitions from acute care hospitals.

Similarly, the current requirements for a discharge planning evaluation of a patient, at
8482.43(b), after he or she is initially identified as potentially needing post-hospital services also
do not guarantee the development of a discharge plan.

Hospital patients discharged back to their home may be given literature to read about
medication usage and required therapies; prescriptions for post-hospital medications and
supplies; and referrals to post-hospital resources. This approach does not adequately reinforce
the necessary skills that patients, their caregivers, and support persons need to meet post-hospital
clinical needs. Inadequate patient education has led to poor outcomes, including medication

errors and omissions, infection, injuries, worsening of the initial medical condition, exacerbation
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of a different medical condition, and re-hospitalization.? Lack of patient education concerning
medicine storage, disposal, and use may also be a factor in overdoses, substance use disorders
and diversion of controlled substances.’

We also note there has been confusion in the hospital setting regarding the
implementation requirement in the current discharge planning CoP. As stated at current
8482.43(c)(3), the hospital must arrange for the initial implementation of the patient’s discharge
plan. The level of implementation of this standard varies widely, leading to inconsistent
transitions from the acute care hospital. We believe that providing more specific requirements to
hospitals on what actions they must take prior to the patient’s discharge or transfer to a PAC
setting would lead to improved transitions of care and patient outcomes.

We propose to revise the existing requirements in the form of six standards at §482.43.
The most notable revision would be to require that all inpatients and specific categories of
outpatients be evaluated for their discharge needs and have a written discharge plan developed.
Many of the current discharge planning concepts and requirements would be retained, but
revised to provide more clarity. We also propose to require specific discharge instructions for all
patients. At present, hospitals have some discretion and not every patient receives specific,
written instructions.

We have reviewed the available literature on readmissions and sought to understand the

various factors that influence the causes of avoidable readmissions. We recognize that much

?(Calkins D et al.: Patient-Physician Communication at Hospital Discharge and patient’s Understanding of the
Postdischarge Treatment Plan, Arch Intern Med, 157 (1997): 1026-1030. Minott J: Reducing Hospital
Readmissions. Academy of Health. <

http://www.academyhealth.org/files/publications/Reducing_Hospital Readmissions.pdf> Accessed August 23,
2011).

® http://www.ncbi.nlm.nih.gov/pmc/articles/PMC4077453/pdf/theoncologist_1471.pdf.
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evidence-based research has been done to identify interventions that reduce readmissions of
individuals with specific characteristics or conditions such as the elderly, cardiac patients, and
patients with chronic conditions.

We propose to continue our efforts to reduce patient readmissions by improving the
discharge planning process that would require hospitals to take into account the patient’s goals
and preferences in the development of their plans and to better prepare patients and their
caregiver/support person(s) (or both) to be active participants in self-care and by implementing
requirements that would improve patient transitions from one care environment to another, while
maintaining continuity in the patient’s plan of care. The following is a discussion of each of the
proposed standards.

We propose at §482.43, Discharge planning, to require that a hospital have a discharge
planning process that focuses on the patient’s goals and preferences and on preparing patients
and, as appropriate, their caregivers/support person(s) to be active partners in their post-
discharge care, ensuring effective patient transitions from hospital to post-acute care while
planning for post-discharge care that is consistent with the patient’s goals of care and treatment
preferences, and reducing the likelihood of hospital readmissions.

1. Design (Proposed §482.43(a))

In newly proposed 8482.43(a), we propose to establish a new standard, “Design”, and
would require that hospital medical staff, nursing leadership, and other pertinent services provide
input in the development of the discharge planning process. We also propose to require that the

discharge planning process be specified in writing and be reviewed and approved by the
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hospital’s governing body. We would expect that the discharge planning process policies and
procedures would be developed and reviewed periodically by the hospital’s governing body.

2. Applicability (Proposed 8482.43(b))

We propose to revise the current requirement at 8482.43(a), which requires a hospital to
identify those patients for whom a discharge plan is necessary. At proposed 8482.43(b),
“Applicability,” we would require that many types of patients be evaluated for post discharge
needs. We would require that the discharge planning process apply to all inpatients, as well as
certain categories of outpatients, including, but not limited to patients receiving observation
services, patients who are undergoing surgery or other same-day procedures where anesthesia or
moderate sedation is used, emergency department patients who have been identified by a
practitioner as needing a discharge plan, and any other category of outpatient as recommended
by the medical staff, approved by the governing body and specified in the hospital’s discharge
planning policies and procedures. We believe that the aforementioned categories of patients
would benefit from an evaluation of their discharge needs and the development of a written
discharge plan.

3. Discharge planning process (Proposed 8482.43(c))

We propose at §482.43(c), “Discharge planning process,” to require that hospitals
implement a discharge planning process to begin identifying, early in the hospital stay, the
anticipated post-discharge goals, preferences, and needs of the patient and begin to develop an
appropriate discharge plan for the patients identified in proposed 8482.43(b). The average length
of stay in the hospital setting has decreased significantly since the current discharge planning

standards were written. Timely identification of the patient’s goals, preferences, and needs and
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development of the discharge plan would reduce delays in the overall discharge process. We
propose to require that the discharge plan be tailored to the unique goals, preferences and needs
of the patient. For example, based on the anticipated discharge needs, a discharge plan in the
early stages of development for a young healthy patient could possibly be as concise as a plan to
provide instructions on follow-up appointments, and information on the warning signs and
symptoms which may indicate the need to seek medical attention. On the other hand, the
discharge needs of patients with co-morbidities, complex medical or surgical histories (or both),
with mental health or substance use disorders (including indications of opioid abuse), socio-
economic and literacy barriers, and multiple medications would require a more extensive
discharge plan that takes into account all of these factors and the patients treatment preferences
and goals of care. As previously discussed, patient referrals to or consultation with community
care organizations will be a key step, for some, in assuring successful patient outcomes.
Therefore, we believe that discharge planning for patients is a process that involves the
consideration of the patient’s unique circumstances, treatment preferences, and goals of care, and
not solely a documentation process.

We remind hospitals that they must continue to abide by federal civil rights laws,
including Title VI of the Civil Rights Act of 1964, the Americans with Disabilities Act (ADA),
and section 504 of the Rehabilitation Act of 1973, when developing a discharge planning
process. To this end, hospitals should take reasonable steps to provide individuals with limited
English proficiency or physical, mental, or cognitive and intellectual disabilities meaningful
access to the discharge planning process, as required under Title VI of the Civil Rights Act, as

implemented at 45 CFR 880.3(b)(2). Discharge planning would be of little value to patients who
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cannot understand or appropriately follow the discharge plans discussed in this rule. Without
appropriate language assistance or auxiliary aids and services, discharge planners would not be
able to fully involve the patient and caregiver/support person in the development of the discharge
plan. Furthermore, the discharge planner would not be fully aware of the patient’s goals for
discharge.

Additionally, effective discharge planning will assist hospitals in complying with the U.S.

Supreme Court’s holding in Olmstead vs. L.C. (527 U.S. 581 (1999)), which found that the

unjustified segregation of people with disabilities is a form of unlawful discrimination under the
ADA. We note that effective discharge planning may assist hospitals in ensuring that individuals
being discharged who would otherwise be entitled to institutional services, have access to
community based services when: (a) such placement is appropriate; (b) the affected person does
not oppose such treatment; and (c) the placement can be reasonably accommodated.

We also remind hospitals, HHAs, and CAHSs of existing state laws and requirements
regarding discharge planning and their obligations to abide by these requirements. Additionally,
they should also be aware of unique and innovative state programs focused on discharge
planning.

We propose to combine and revise two existing requirements, 8482.43(b)(2) and
8482.43(c)(1), into a single requirement at 8482.43(c)(1), simplifying the requirement and
incorporating some minor clarifying revisions. The resulting provision would require that a
registered nurse, social worker, or other personnel qualified in accordance with the hospital’s
discharge planning policy, coordinate the discharge needs evaluation and the development of the

discharge plan.
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In proposed §8482.43(c)(2), we propose to establish a specific time frame during which
discharge planning must begin. Section 482.43(a) currently requires a hospital to identify those
patients who may need a discharge plan at an early stage of hospitalization. Ideally, discharge
planning begins at the time of inpatient admission or outpatient registration. We understand that
this is not always practicable. However, the current requirement might be considered too
imprecise and could allow for discharge planning to be repeatedly delayed and perhaps several
days to elapse before discharge planning is considered. Therefore, we would clarify the
requirement by requiring that a hospital would begin to identify anticipated discharge needs for
each applicable patient within 24 hours after admission or registration, and the discharge
planning process is completed prior to discharge home or transfer to another facility and without
unduly delaying the patient’s discharge or transfer. If the patient’s stay was less than 24 hours,
the discharge needs would be identified prior to the patient’s discharge home or transfer to
another facility. This policy would not apply to emergency-level transfers for patients who
require a higher level of care. However, while an emergency-level transfer would not need a
discharge evaluation and plan, we would expect that the hospital would send necessary and
pertinent information with the patient that is being transferred to another facility.

We propose to retain the current requirement set out at 8482.43(c)(4), and re-designate it
with clarifications at §482.43(c)(3). Currently we require that the hospital reassess the patient’s
discharge plan if there are factors that may affect continuing care needs or the appropriateness of
the discharge plan. We propose at 8482.43(c)(3) to require that the hospital’s discharge planning
process ensure an ongoing patient evaluation throughout the patient’s hospital stay or visit to

identify any changes in the patient’s condition that would require modifications to the discharge
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plan. The evaluation to determine a patient’s continued hospitalization (or in other words, their
readiness for discharge or transfer), is a current standard medical practice, and additionally is a
current hospital CoP requirement at 8482.24(c). This proposed standard would expand upon the
current regulation by requiring that the discharge evaluation be ongoing, during the patient’s
hospitalization or outpatient visit, and that any changes in a patient’s condition that would affect
the patient’s readiness for discharge or transfer be reflected and documented in the discharge
plan.

We propose a new requirement at 8482.43(c)(4) that the practitioner responsible for the
care of the patient be involved in the ongoing process of establishing the patient’s goals of care
and treatment preferences that inform the discharge plan, just as they are with other aspects of
patient care during the hospitalization or outpatient visit.

We propose to re-designate 8482.43(b)(4) as 8482.43(c)(5) to require, that as part of
identifying the patient’s discharge needs, the hospital consider the availability of caregivers and
community-based care for each patient, whether through self-care, follow-up care from a
community-based providers, care from a caregiver/support person(s), care from post-acute health
care facilities or, in the case of a patient admitted from a long-term care or other residential care
facility, care in that setting.

Hospitals should be consistent in how they identify and evaluate the anticipated
post-discharge needs of the patient to support and facilitate a safe transition from one care
environment to another. The proposed requirement at 8482.43(c)(5) would require hospitals to
consider the patient’s or caregiver’s capability and availability to provide the necessary

post-hospital care. As part of the on-going discharge planning process, hospitals would identify
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areas where the patient or caregiver/support person(s) would need assistance, and address those
needs in the discharge plan in a way that takes into account the patient’s goals and preferences.
In addition, we encourage hospitals to consider potential technological tools or methods, such as
telehealth, to support the individual’s health upon discharge

We propose that hospitals consider the availability of and access to non-health care
services for patients, which may include home and physical environment modifications including
assistive technologies, transportation services, meal services or household services (or both),
including housing for homeless patients. These services may not be traditional health care
services, but they may be essential to the patient’s ongoing care post-discharge and ability to live
in the community. Hospitals should be able to provide additional information on non-health care
resources and social services to patients and their caregiver/support person(s) and they should be
knowledgeable about the availability of these resources in their community, when applicable. In
addition, we encourage hospitals to consider the availability of supportive housing, as an
alternative to homeless shelters that can facilitate continuity of care for patients in need of
housing.

We would expect hospitals to be well informed of the availability of community-based
services and organizations that provide care for patients who are returning home or who want to
avoid institutionalization, including ADRCs, AAAs, and CILs, and provide information on these
services and organizations when appropriate. ADRCs, AAAs, and CILs are required by federal
statute to help connect individuals to community services and supports, and many of these
organizations already help chronically impaired individuals with transitions across settings,

including transitions from hospitals and PAC settings back home.
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We encourage hospitals to develop collaborative partnerships with providers of

community-based services to improve transitions of care that might support better patient

outcomes. More information on these community-based services and organizations can be found

in the following websites:

e For Information on Aging and Disability Resource Centers (ADRCs):

http://www.adrc-tae.acl.gov/tiki-index.php?page=HomePage

e For information on Centers for Independent Living (CILs):

http://www.ilru.org/projects/cil-net/cil-center-and-association-directory

e For information on Area Agencies on Aging (AAAS):

http://www.aoa.acl.gov/AoA_Programs/OAA/How_To_Find/Agencies/find_agencies

.aspx

Accordingly, we propose that hospitals must consider the following in evaluating a

patient’s discharge needs, including but not limited to:

Admitting diagnosis or reason for registration;

Relevant co-morbidities and past medical and surgical history;
Anticipated ongoing care needs post-discharge;

Readmission risk;

Relevant psychosocial history;

Communication needs, including language barriers, diminished eyesight

and hearing, and self-reported literacy of the patient, patient’s representative

or caregiver/support person(s), as applicable;
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e Patient’s access to non-health care services and community-based care
providers; and
e Patient’s goals and treatment preferences.

During the evaluation of a patient’s relevant co-morbidities and past medical and surgical
history, we encourage providers to consider using their state’s Prescription Drug Monitoring
Program (PDMP). PDMPs are state-run electronic databases used to track the prescribing and
dispensing of controlled prescription drugs to patients. They are designed to monitor this
information for suspected abuse or diversion and can give a prescriber or pharmacist critical
information regarding a patient’s controlled substance abuse history. This information can help
prescribers and pharmacists identify high-risk patients who would benefit from early
interventions (http://www.cdc.gov/drugoverdose/pdmp/).

In 2013, HHS prepared a report to Congress regarding enhancing the interoperability of
State prescription drug monitoring programs with other technologies and databases used for
detecting and reducing fraud, diversion, and abuse of prescription drugs. The report, prepared by
The Office of the Assistant Secretary for Health (OASH), The Office of the National
Coordinator for Health Information Technology (ONC), SAMHSA, and the Centers for Disease
Control and Prevention (CDC) cites positive research that suggests that PDMPs reduce the
prescribing of Schedule Il opioid analgesics, lowers substance abuse treatment rates from
opioids, and potentially reduces doctor shopping by increasing awareness among providers about
at-risk patients. In addition, the report notes that surveys indicate that prescribers find PDMPs to
be useful tools.

In addition to highlighting the potential benefits, the report finds that PDMPs encounter
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challenges in two areas: legal and policy challenges and technical challenges. Specifically, the
report points out issues, including significant interoperability problems, such as the lack of
standard methods to exchange and integrate data from PDMPs to health IT systems. The report
also describes legal and policy issues regarding who can use and access PDMPs, concerns with
timely data transmission, concerns about the reliance on third parties to transmit data between
states, and privacy and security challenges. In addition, the report discusses fiscal challenges,
technical challenges including the lack of common technical standards, vocabularies, system-
level access controls to share information with EHRs and pharmacy systems, data transmission
concerns, and concerns with the current manner in which providers access the electronic PDMP
database.

The report concludes that while PDMPs are promising tools to reduce the prescription
drug abuse epidemic and improve patient care, addressing these existing challenges can greatly
improve the ability of states to establish interoperability and leverage PDMPs to reduce fraud,
diversion, and abuse of prescription drugs. The report offers several recommendations for
addressing these challenges and we refer readers to the report in its entirety at the following
website: https://www.healthit.gov/sites/default/files/fdasiall4lreport_final.pdf.

Given the potential benefits of PDMPs as well as some of the challenges noted above, we
are soliciting comments on whether providers should be required to consult with their state’s
PDMP and review a patient’s risk of non-medical use of controlled substances and substance use
disorders as indicated by the PDMP report. As discussed in detail below we are also soliciting
comments on the use of PDMPs in the medication reconciliation process.

We propose a new requirement at 8482.43(c)(6) that the patient and the caregiver/support
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person(s), be involved in the development of the discharge plan and informed of the final plan to
prepare them for post-hospital care. Hospitals should integrate input from the patient,
caregiver/support person(s) whenever possible. This proposed requirement provides the
opportunity to engage the patient or caregiver/support person(s) (or both) in
post-discharge-decision making and supports the current patient rights requirement at §483.13 in
which the patient has the right to participate in and make decisions regarding the development
and implementation of his or her plan of care. This proposed requirement clarifies our current
expectation regarding engaging caregivers/support persons in evaluating and planning a patient’s
discharge or transfer.

We propose a new requirement at 8482.43(c)(7) to require that the patient’s discharge
plan address the patient’s goals of care and treatment preferences. During the discharge planning
process, we would expect that the appropriate medical staff would discuss the patient’s post-
acute care goals and treatment preferences with the patient, the patient’s family or their
caregiver/support persons (or both) and subsequently document these goals and preferences in
the medical record. We would expect these documented goals and treatment preferences to be
taken into account throughout the entire discharge planning process.

We propose a new requirement at 8482.43(c)(8) to require that hospitals assist patients,
their families, or their caregiver’s/support persons in selecting a PAC provider by using and
sharing data that includes but is not limited to HHA, SNF, IRF, or LTCH data on quality
measures and data on resource use measures. Furthermore, the hospital would have to ensure
that the PAC data on quality measures and data on resource use measures is relevant and

applicable to the patient’s goals of care and treatment preferences. We would also expect the
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hospital to document in the medical record that the PAC data on quality measures and resource
use measures were shared with the patient and used to assist the patient during the discharge
planning process.

We note that quality measures are defined in the IMPACT Act as measures relating to at
least the following domains: standardized patient assessments, including functional status,
cognitive function, skin integrity, and medication reconciliation; by contrast, resource use
measures are defined as including total estimated Medicare spending per individual, discharge to
community, and measures to reflect all-condition risk-adjusted preventable hospital readmission
rates. Accordingly, this proposed rule does not address or include further definition of these
terms, which will be addressed and established in forthcoming regulations or other issuances.
However, we advise providers to use other sources for information on PAC quality and resource
use data, such as the data provided through the Nursing Home Compare and Home Health
Compare websites, until the measures stipulated in the IMPACT Act are finalized. Once these
measures are finalized, providers will be required to use the measures as directed by the
appropriate regulations and issuances.

As required by the IMPACT Act, hospitals must take into account data on quality
measures and data on resource use measures of PAC providers during the discharge planning
process. We would expect that the hospital would be available to discuss and answer patients
and their caregiver’s questions about their post-discharge options and needs.

In order to increase patient involvement in the discharge planning process and to
emphasize patient preferences throughout the patient’s course of treatment, we believe that

hospitals must consider the aforementioned data in light of the patient’s goals of care and
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treatment preferences. For example, the hospital could provide quality data on PAC providers
that are within the patient’s preferred geographic area. In another instance, hospitals could
provide quality data on HHAs based on the patient’s need for continuing care post-discharge and
preference to receive this care at home. Hospitals should assist patients as they choose a high
quality PAC provider. However, we would expect that hospitals would not make decisions on
PAC services on behalf of patients and their families and caregivers and instead focus on
person-centered care to increase patient participation in post-discharge care decision making.
Person-centered care focuses on the patient as the locus of control, supported in making their
own choices and having control over their daily lives.

We propose to re-designate and revise the current requirement set out at §482.43(b)(5) at
new §482.43(c)(9). We would require that the patient’s discharge needs evaluation and
discharge plan be documented and completed on a timely basis, based on the patient’s goals,
preferences, strengths, and needs, so that appropriate arrangements for post-hospital care are
made before discharge. This requirement would prevent the patient’s discharge or transfer from
being unduly delayed. We believe that in response to this requirement, hospitals would establish
more specific time frames for completing the evaluation and discharge plans based on the needs
of their patients and their own operations. All relevant patient information would be
incorporated into the discharge plan to facilitate its implementation and the discharge plan must
be included in the patient’s medical record. The results of the evaluation must also be discussed
with the patient or patient’s representative. Furthermore, we believe that hospitals will use their
evaluation of the discharge planning process, with solicitation of feedback from other providers

and suppliers in the community, as well as from patients and caregivers, to revise their



33
timeframes, as needed. We encourage hospitals to make use of available health information
technology, such as health information exchanges, to enhance the efficiency and effectiveness of
their discharge process.

We propose to re-designate and revise the requirement at current 8482.43(e) at new
8482.43(c)(10). We would require that the hospital assess its discharge planning process on a
regular basis. We propose to require that the assessment include ongoing review of a
representative sample of discharge plans, including patients who were readmitted within 30 days
of a previous admission, to ensure that they are responsive to patient discharge needs. This
evaluation will assist hospitals to improve the discharge planning process. We believe the
evaluation can be incorporated into the Quality Assessment and Performance Improvement
(QAPI) process, although we have not explicitly required this coordination and solicit comments
on doing so.

4. Discharge to home (Proposed §482.43(d))

We propose to re-designate and revise the current requirement at 8482.43(c)(5) (which
currently requires that as needed, the patient and family or interested persons be counseled to
prepare them for post-hospital care) as §482.43(d), “Discharge to home,” to require that the
discharge plan include, but not be limited to, discharge instructions for patients described in
proposed 8§8482.43(b) in order to better prepare them for managing their health post-discharge.
The phrase “patients discharged to home” would include, but not be limited to, those patients
returning to their residence, or to the community if they do not have a residence, who require
follow-up with their primary care provider (PCP) or a specialist; HHAS; hospice services; or any

other type of outpatient health care service. The phrase “patients discharged to home” would not
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refer to patients who are transferred to another inpatient acute care hospital, inpatient hospice
facility or a SNF. We believe that our proposed revisions to the current requirement provide
more clarity with respect to our proposed intent, and allow us to state more fully what we would
expect in the way of better preparing the patient or their caregiver(s)/support persons (or both)
regarding post-discharge care.

We propose at 8482.43(d)(1) that discharge instructions must be provided at the time of
discharge to patients, or the patient’s caregiver/support person (s), (or both) who are discharged
home or who are referred to PAC services. We are also proposing that practitioners/facilities
(such as a HHA or hospice agency and the patient’s PCP), receive the patient’s discharge
instructions at the time of discharge if the patient is referred to follow up PAC services.
Discharge instructions can be provided to patients and their caregivers/support person(s) in
different ways, including in paper and electronic formats, depending on the needs, preferences,
and capabilities of the patients and caregivers. We would expect that discharge instructions
would be carefully designed to be easily understood by the patient or the patient’s
caregiver/support person (or both). Resources on providing information that can be easily
understood by patients are readily available and we refer readers to the National Standards for
Culturally and Linguistically Appropriate Services in Health and Health Care (the National
CLAS Standards), for guidance on providing instructions in a culturally and linguistically
appropriate manner at https://www.thinkculturalhealth.hhs.gov/content/clas.asp. The National
CLAS Standards are intended to advance health equity, improve quality, and help eliminate
health care disparities by providing a blueprint for individuals and health and health care

organizations to implement culturally and linguistically appropriate services.
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In addition, as a best practice, hospitals should confirm patient or the patient’s

caregiver/support person’s (or both) understanding of the discharge instructions. We recommend
that hospitals consider the use of “teach-back” during discharge planning and upon providing
discharge instructions to the patient. “Teach-back” is a way to confirm that a practitioner has
explained to the patient what he or she needs to know in a manner that the patient understands.
Training on the use of “teach-back” to ensure patient understanding of transition of care planning
and appropriate medication use is readily available and we refer readers to the following resource
for information on the use of “teach-back™: http://www.teachbacktraining.org. At
8482.43(d)(2), we propose to set forth the minimum requirements for discharge instructions.
The purpose of discharge instructions is to guide patients and caregivers in the appropriate
provision of post-discharge care. We propose to clarify our current requirement in 8§482.43(c)(5)
to require hospitals to provide instruction to the patient and his or her caregivers about care
duties that they will need to perform in the patient’s home. Instruction would be based on the
specific needs of the patient as determined in the patient’s discharge plan. This proposed
requirement is consistent with the current requirement set forth at 8482.43(c)(5), which requires
that “the patient and family members or interested persons must be counseled to prepare them for
post-hospital care....” We propose a new requirement at 8482.43(d)(2)(ii) that the discharge
instructions include written information on the warning signs and symptoms that patients and
caregivers should be aware of with respect to the patient’s condition. The warning signs and
symptoms might indicate a need to seek medical attention from an appropriate provider,
depending on the severity level of the signs or symptoms. The written information would

include instructions on what the person should do if these warning signs and symptoms present.
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Furthermore, the discharge instructions would include information about who to contact if these
warning signs and symptoms present. This contact information may include practitioners such as
the patient’s primary care practitioner, the practitioner who was responsible for the patient’s care
while in the hospital or hospital emergency care departments, specialists, home health services,
hospice services, or any other type of outpatient health care service.

At 8482.43(d)(2)(iii), we propose to require that the patient’s discharge instructions
include all medications prescribed and over-the-counter for use after the patient’s discharge from
the hospital. This should include a list of the name, indication, and dosage of each medication
along with any significant risks and side effects of 